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Abstract 
Aims This study sought to identify the dental care needs of people on low 
incomes in Christchurch (including refugees and migrants). An attempt was 
also made to identify the barriers to access to dental care services 
experienced by these groups. 
Methods A literature search was conducted on health care needs and 
barriers to access to care for the target group. The review focussed 
particularly on dental care needs and the New Zealand context. An initial 
survey of organisations working with and for refugees, migrants and people 
on low incomes in Christchurch was conducted. This was followed by a 
survey of the clients of these organisations. Key informant interviews were 
also conducted with representatives of these groups and local dental care 
providers. Survey data was analysed using Epi-lnfo and interviews were 
transcribed and the transcripts analysed for emergent themes. 
Results This study identified a need for the provision of more accessible 
dental care services for people on low income (including refugees and 
migrants) in Christchurch. Participants were concerned about high levels of 
need for dental health care in the target groups and the perceived inadequacy 
of available services. Cost of care was identified as the most significant 
barrier for most. However, non-cost barriers like lack of knowledge about 
services and English language skills were also identified as important by 
some groups. 
Public Health Implications Dental health care for low income adults 
has been a low priority for health policy makers. While free access to basic 
dental health care is universally available for children in New Zealand, access 
to care for adults is mostly on a fee for service basis. This study suggests 
that many low income adults, including refugees and migrants, are missing 
out on needed dental care. The barriers to access to care they experience 
are predominantly but not entirely related to cost. The information derived 
from this study could be used as part of a needs assessment for public health 
intervention programmes to improve access to dental health care facilities. A 
number of improvements in the provision of dental services are suggested. 
These include: increased government funding for dental services for people 
on low incomes, provision of interpreter services for those who cannot speak 
and understand English, more widespread education for adults about the 
importance of dental health and better information on how to access available 
dental health services and dental benefits. 
Key words: refugees, immigrants, lowincome, dental care and services. 
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Chapter 1 Introduction 
New Zealand has been regarded as having one of the best dental services in 
the world and New Zealanders at one time boasted the best oral and dental 
health among people in the western world. New Zealand can probably also 
be credited with a 'world first' - a unique School Dental Service aimed at 
improving the dental health of its future generations. Over the years, 
however, this programme has suffered deterioration and consequently the 
dental health of the adolescents has started to have the same fate. There is 
also some evidence that the previously high overall standards of dental health 
in other groups in the population are falling and that the high overall levels of 
dental health have hidden poor dental health among particular groups. 
These groups include Maori, low income people, beneficiaries, recent 
migrants and refugees and the elderly. .& 
Dental health needs assessment has not previously been undertaken in 
Christchurch among people on low incomes. As most of the information 
about the dental health of adolescents and adults in low income families is 
anecdotal, it would be useful to explore what the essential dental care needs 
are for these groups and the barriers they have in accessing regular basic 
dental health care facilities. 
Christchurch is fast becoming a major new migrant destination within New 
Zealand. More and more new migrants are arriving in Christchurch. Many 
1 
of them come as refugees from countries troubled with war and conflicts 
where the health care system has broken down or has been a low priority. 
Poor dental health is a problem faced by those who arrive from such 
countries. Comments from local dental health professionals suggest that not 
only is the low income adult population in New Zealand not receiving 
sufficient basic dental treatment to maintain good dental health but this is 
particularly true for refugees and new migrants. Low income is not 
necessarily the only barrier to access to dental care for this group and 
language problems and unfamiliarity with the NZ health and dental care 
system may also play a part. 
Oral and dental health may be considered as an index of general health 
status and well being and thus any measures aimed at improving the 
population's oral health status may be considered to be of public health 
,lfr 
significance. The extent to which existing levels of dental health care meet 
the oral and dental health needs of vulnerable populations is also a matter of 
public health concern. 
This study attempts to identify the extent of dental health care needs of 
people living on low incomes in Christchurch, particularly refugees and 
migrants. Its results have the potential to assist health funders and providers 
to make decisions on what level of resources is needed to improve the dental 
health of these groups of population in future. It also seeks to identify 
barriers to access to care and this information may be used to enhance 
2 
access to regular basic dental treatment for people on low incomes. 
Information regarding specific difficulties related to access to dental care 
encountered by refugees and new migrants in Christchurch could help to 
inform strategies to address these problems, in addition to those which are 
income related. 
This dissertation contains six chapters, a list of references and appendices. 
Chapter One is an introduction describing the relevance and the importance 
of the issue and the need for a survey. Chapter Two deals with the 
background to the issues and a detailed review of relevant literature. 
Chapter Three provides an overview of the provision of dental care in New 
Zealand and the dental health status of New Zealanders. Chapter Four 
describes in detail the methods adopted in conducting the study. Chapter 
Five contains the analysis of the study findings. Chapter Six discusses the 
!!I' 
findings and puts forward conclusions based on the study and 
recommendations to address them. A list of references and appendices 






Chapter 2 Oral Health and Access to 
Dental Care 
The face and mouth are central to social interaction and hence fundamental 
to the image or public persona of the individual (Davis 1987). The 
significance of oral_ ill-health on the comfort, appearance, self esteem and 
nutrition of children, teenagers and adults, including the elderly, is 
considerable. Anecdotal evidence gained from parents after comprehensive 
dental treatment has been provided for their children suggests that the 
childrens' appetites improve instantaneously and that weight gain is dramatic 
(Brown and Treasure 1992). Although gains have been made in the oral 
health of children and young people in recent years, the 1992 New Zealand 
Department of Health report "The Study of Oral Health Outcomes" found that 
there are several groups whose oral disease patterns go against that trend, 
particularly Maori and children and young people from families on low 
incomes (Tamariki Ora 1993). 
Oral health status is the cumulative result of the progressive and relatively 
quiescent phases of diseases over a lifetime (Norlen et al 1991 ). Tooth 
decay is a chronic, progressive lifestyle disease with a distinct socioeconomic 
gradient, whereby decay experience is greater among people who are less 
well off (Thomson 1997). The standard of oral health within a community is 
dependent upon the level of need, demands for oral health care and the 




Several factors are identified as determinants of health and many of these 
factors also act as barriers to access to health care. Although there is a 
huge body of literature on determinants of health and barriers to access to 
care, there is very little literature available that deals specifically with dental 
health care needs and barriers to access. Generally what is found in the 
case of general health status and access to care is applicable to dental health 
as well. 
The following review of literature covers the determinants of health status and 
inequalities in health status. The health of low income groups and refugees 
and migrants is the main focus of the review. Barriers to access to health 
care for these groups are also discussed including evidence about their 
applicability to dental care. 
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2.1 Socioeconomic status 
Socioeconomic circumstances have a major impact on both general health 
and dental health (Keogh and Linden 1991 ). 
There is consistent evidence throughout the world that people at a 
socioeconomic disadvantage suffer a heavier burden of illness and have 
higher mortality rates than their better-off counterparts (Mackenbach and 
Kunst 1997). A Canadian study indicated -a direct positive relationship 
between socioeconomic status and health status, i.e. the higher an 
"" 
individual's socioeconomic status the better that person's health (Hay 1988). 
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Other studies in many countries show that people who are worst off as far as 
their socioeconomic position is concerned are also worst off when it comes to 
their health (Stronks et al. 1997). The UK general household survey has 
repeatedly found that lower social classes are more likely to report more 
illness (Gillam 1990). Many studies from different parts of the world have 
documented the strong association between socioeconomic status and 
mortality (Adler et al. 1994). A study in Great Britain by Robin Haynes has 
confirmed that well established socioeconomic and geographic variations in 
mortality also apply to self reported morbidity (Haynes 1991 ). As with most 
other diseases, oral problems have been associated with poorer 
socioeconomic circumstances (Gelbier 1998). 
An American study looking at the racial differences in health and health care 
utilisation found that Blacks report significantly poorer self-rated health than 
,5 
Whites. Older Blacks appear to have poorer health than Whites regardless 
of socioeconomic status. The study demonstrated an association between 
race, socioeconomic status and health (Mutchler and Burr 1991 ). 
People on low incomes are usually from the lower socioeconomic strata of 
society, a group that needs the health services most but has the least access. 
The availability of good medical care tends to vary inversely with the need for 
it in the population served. This inverse care law operates more completely 
where medical care is most exposed to market forces and less so where such 
exposure is reduced (Hart 1971 ). 
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Lower class individuals seek medical care only in emergency situations or in 
times of severe illness because they tend to accord greater priority to 
immediate rewards than to long term goals (Riessman 1984). The high 
prevalence of health problems in low income groups reflects the health effects 
of relative deprivation. Relative deprivation seems to affect health indirectly 
through psychological and behavioural mechanisms (Stronks et al. 1998). 
American research tends to support modified versions of a 'culture of 
poverty'. Attitudes regarding health which make the use of health services 
less likely are associated with low incomes. In the UK, as in the USA, the 
clearest evidence that there are social differences in the use of health 
services appears in the field of preventive care (Gillam 1990). 
The high cost of dental treatment presents a major barrier to a large 
percentage of the public. As a consequence, the dental health of lower 
,f 
income adults within the population suffers. In dentistry there is extensive 
evidence in favour of the inverse care law, with the lower class for example 
having poorer oral health but using dental services less, receiving less varied 
treatment and living in areas with fewer dentists (Davis, 1980). 
It is known that the upper socioeconomic classes have better oral health than 
lower classes. The superior oral health of the upper classes is assumed to 
be related to their receiving more personal dental services: The oral hygiene 
of lower socioeconomic class children is poorer than for higher socioeconomic 





poorer families make fewer visits to the dentist. Most of the published 
studies emphasise the importance of socioeconomic factors for oral health 
(Norlen et al. 1991 ). 
A study of the dental health of homeless adults in Los Angeles in U.S.A 
showed that they had a significantly higher prevalence of dental pathological 
conditions as well as a lower use of dental services than the general 
population. Individuals with more tooth decay and missing teeth were more 
likely to be older, have physical health problems and to have worse personal 
hygiene (Gelberg et al.1988). 
2.2 Poverty 
Poor health is the outcome of the circumstances of poor people's lives 
(Reissman 1984). The poor are most vulnerable to any losses in income 
associated with spells of ill health (Selden 1993). In Australia the 1992 study 
,ff 
undertaken as part of the National Health Strategy, clearly showed that the 
most disadvantaged in the community had the poorest health (Lawrence 
1999). The poor cannot afford to pay for good health care nor will they 
obtain it until they can pay for it either directly or through taxation (Clifford 
1969). Availability of culturally sensitive and high quality services within easy 
reach of the poor has remained an unattainable ideal. Introducing structural 
changes in the way services are offered (Riessman 1984) could radically alter 
the health behaviour of the poor. As Gelbier writes, "Oral disease appears to 
be no different from other diseases, the elimination of poverty may well be an 






Income also shows a positive association with health. Those who report 
more income rank their health as better and report fewer health problems 
(Mutchler and Burr 1991 ). Some of the income/health relationship observed 
is characterised by high and low income groups having significantly better 
and worse health status; the low income groups having much poorer health 
status (Hay 1988). The strongest evidence about those who are vulnerable 
to ill health relates to low income (Davis and Dew 1999). An analysis of New 
Zealand expenditure on health care in 1992-93 indicated that, even with the 
Community Services Card, low-income households were underutilising health 
services compared to the rest of the population (Robins 1995). Good health 
is widely believed to increase one's productivity and hence potential income; 
however, this reverse causality explanation is likely to overstate the effects of 
income on health (Ettner 1996). Public health workers have often assumed 
;! 
the positive correlation between health and income to be evidence that low 
income people suffer reduced access to one or more health inputs (Ettner 
1996). 
2.4 Inequalities 
Socioeconomic inequalities in health persist even in the wealthiest countries 
(Marchand et al. 1998). Inequalities in health associated with socioeconomic 
status are large and are growing (Kennedy et al. 1998). Wilkinson has 
argued that income inequality within a country or community is an important 
determinant of the health of that country or community, over and above 
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absolute living standards (Wilkinson 1996). The shape of the relationship 
found between income and health is compatible with worse health in 
countries with greater income inequality (Ecob and Smith 1999). The results 
of a comparative study of nine countries suggest that income related 
inequalities in self-assessed health exist and inequalities favour the better off 
(Doorslaer et al., 1997). Health inequalities become more disturbing if 
preventive strategies are unable to provide at least equivalent benefits for 
lower socioeconomic groups (Slade et al. 1996). 
The New Zealand National Advisory Committee on Health and Disability in a 
1998 report titled The Social, Cultural and Economic Determinants of Health 
in New Zealand: Action to Improve Health' suggests a broader definition of 
health equity creating at least 'equal opportunities for good health' and 
bringing health disparities down to the lowest possible level. This definition 
;!' 
encompasses equity of access to and utilisation of health services. Equity 
principles not only determine access to services but the extent to which those 
services are used and by whom. 
Relatively little is known about social inequalities in oral health. A study in 
Australia suggested that socioeconomic inequalities in oral health are 
pervasive and that they probably are not linked to a single aspect of 
disadvantage such as financial deprivation or lack of arrangements about 
preventive behaviour (Slade et al 1996). In 1981 the honorary advisor to the 
Department of Community Dental Health of the London Hospital Medical 
10 
College Dental School argued for the need for an organisation which can 
ensure that no part of the population is deprived of dental care because of 
social, physical or financial handicap (Cowell and Sheiham 1981). Dental 
care is one area where inequalities have been the most persistent, at least in 
the case of the USA where data are available. While the gap in the use of 
medical services between the poor and non-poor in the USA has narrowed, in 
dental care the discrepancies in utilisation between the poor and non-poor 
remain as marked as they ever were (Davis 1980). The results of a study in 
Canada on income inequalities in oral health, indicates that low income 
groups had significantly higher rates of edentulism than upper income groups. 
The patterns of oral diseases are changing rapidly and dramatically and there 
are indications from the UK that social inequalities in oral health are widening 
there too. The lowest income group had more missing and decayed teeth, 
fewer filled teeth and were more likely to need dental treatment (Locker and 
.1.fl· 
Leake 1992). 
Although New Zealand has often been described as a society of equality in 
opportunity and achievement, serious inequities in general health status and 
health care utilisation exist. Not surprisingly, inequities also exist in oral 
health and in receipt of oral health care (Brown and Treasure 1992). The 
growth in inequalities is particularly marked in relation to Maori and Pacific 
communities (Barker 1996). 
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2.5 Barriers to access and utilisation of care 
Access to health care is an important concept in health policy and health 
services delivery. 
Equitable access to primary health care services is recognised as a basic 
human right (Young 1997). The Declaration of Alma Ata identifies four 
components of access namely geographic, financial, cultural and functional. 
The literature on equity of access is complex and confusing. According to 
Daniels, equitable access is access to a 'decent basic minimum' of health 
care (Daniels 1985). The most serious health problem facing the USA 
(according to Senator Edward Kennedy) is the inaccessibility of essential 
health care for millions of Americans, especially those who are unemployed 
(Kennedy 1987). 
If 
Many find it difficult to access health care services because of various 
reasons including lack of information regarding the services, cultural 
differences and language barriers. In a considerable number of cases cost is 
a barrier, especially in the restructured health system where the public 
hospital services are rationed. A survey among urban homeless adults in 
Los Angeles, USA showed that the most important barrier to access to health 
care is reported to be lack of financial resources (Robertson 1986). A survey 
in the USA by the National Research Corporation showed that about one 
tenth of Americans are postponing seeking medical care because of high 




in East Baltimore, indicated that financial constraints are not the only factor 
that prevents them from seeking care. Ignorance of how to proceed, lack of 
time and fear of doctors and clinics are also important (Marwich 1992). The 
early experience of the British National Health Service showed clearly that 
patients presented for the first time with free care create a bulge in utilisation 
for the first few years as they "catch up" with health problems that have not 
been previously dealt with. Utilisation then tends to move back towards its 
secular pattern (Jonas 1984). 
Inadequate access to health services is a major problem for disadvantaged 
groups and finding the reasons for this presents health researchers with a 
special challenge. These groups include women, Maori people, the 
economically deprived, the handicapped and the geographically isolated 
(Pomare 1988). Lunt et al suggest that health care utilisation does not 
,tr 
measure consumer satisfaction, which has a sociocultural component. If a 
service is not viewed by users as being culturally appropriate, this could be 
considered a form of inequality of access (Lunt and Brown 1993). 
The 1992/93 New Zealand Health Survey provides valuable information about 
New Zealanders' use of health services. That study found that health status 
was most strongly associated with health service use. Poor health status 
and higher use of health services were more common in older people, people 
with disability or a long-term illness, people in lower income brackets or on 


























indicate that being a member of a minority group constitutes a barrier to 
access. Studies of access and utilisation of general practitioner services in 
New Zealand have consistently shown low rates of utilisation in poor areas 
(Malcolm 1996). In a study on trends in general practice in the Waikato, it is 
reported that a growth in the availability of primary medical care services has 
been associated with a relative increase in uptake among socially 
disadvantaged groups (Davis et al. 1998). One of the major arguments to 
keep the health sector publicly funded is that it is necessary to ensure equity 
in access and outcome (Dahlgren and Diderichsen 1986). 
2.6 Levels of service provision 
The overall goal of health care services is to achieve 'good health and health 
care on equal terms for the entire population' (Dahlgren and Diderichsen 
1986). The availability, accessibility and acceptability of health services 
,,Y 
clearly have some impact on patterns of disease (Davis and Dew 1999). 
According to a newsletter of Southern Independent Dental Practitioner in 
1997, New Zealand has been rated as one of the worst countries in the world 
for tooth decay in the 35-45 age group. Preventive work and education 
campaigns are almost non existent. There is general consensus that the 
Dental Benefit Scheme is grossly under-funded. Recent New Zealand 
reports of the dental health of the elderly reveal an abundance of unmet 
dental care needs but fail to explore their concerns and perceptions of their 








restricted dental seNice development for elderly people by providers and 
purchasers in the New Zealand health care system (Thomson and Cautley 
1996). Although there are no data available, experience suggests that 
during the last 10 years there has been an increase in demand for oral health 
seNices from both the priority hospital patients and from the financially 
disadvantaged (Livingston 1993) 
2. 7 Refugee and migrant health 
Turmoil in the world is resulting in more and more people fleeing their homes. 
One in every 130 people has been forced to become a refugee. There is an 
abundance of health problems among these refugees (Dhooper 1998). New 
Zealand is one of a number of countries that offer permanent resettlement to 
such refugees and Christchurch is becoming a new refugee destination within 
New Zealand. 
,1.--ef 
Immigration has significant effects on health and illness. The immigration 
transition, their cultural heritage and the degree to which they retain their 
traditional ethnic values and identity influence first generation immigrants. 
Relatively little is known about how these are related to their health (Meleis et 
a/. 1992). However, poor health may result from the adverse social and 
economic position of immigrants and refugees. It can also be a result of poor 





















The health status of refugees and migrants has attracted the attention of 
health authorities and researchers throughout the world. Refugees and 
migrants are usually comparatively needy groups of people in terms of their 
physical health care requirements. The health problems of refugees 
rese~ble those of stable communities in developing countries, but often they 
tend to be more serious and are harder to manage because of the lack of 
information or a health-care infrastructure (Anonymous 1985). Poorer health 
may result from the adverse social and economic position of immigrant and 
ethnic minority groups. Poor living conditions, different perceptions of health 
and poor health status at the time of migration are also factors contributing to 
poor health of this group (Reijneveld 1998). One American study has 
documented that an effect of race persists for self-assessed health and 
annual visits to a health care provider (Mutchler and Burr 1991 ). 
Dental health is vital in maintaining peoples' overall general health and 
$ 
therefore it is important to make the people who come to New Zealand (to 
make this country their home) dentally healthy. 
People on low incomes are particularly disadvantaged because of their status 
in society. However, refugees and migrants are disadvantaged in more ways 
than those experienced by the local population. Though dental health can be 
considered part of general health, because of the exclusive nature of dental 
treatment and the policy in government funding for dental care, it has to be 




















dental diseases varies markedly due to socioeconomic variation and racial 
differences (Treasure 1993). 
In Britain refugees face greater difficulties accessing health services, 
substantial barriers to appropriate specialist health services, and as a 
consequence poorer health (Hogen 1999). Study findings in Australia 
suggest that asylum seekers in Australia experience substantial difficulties 
accessing a range of medical and dental services (Silove et al. 1999). 
Decades of empirical research have demonstrated that numerous 
demographic and socioeconomic factors are related to health care access 
and use. Education and English language fluency can also strongly affect 
health care access in refugee and immigrant communities (Jang et al. 1998). 
Refugees have difficulty obtaining access to health care facilities, 
communicating complaints and having health problems accurately identified 
Jfr 
and managed. They find themselves in a foreign country, unable to speak 
the local language and there are few interpreters. Finding an appropriate 
health care facility is difficult and once there, communicating symptoms to the 
health care provider presents another problem (Berzl and Helm 1986). 
Refugees face communication barriers that are not always completely 
resolved by using family members as interpreters (Gavagan and Brodyaga 
1998). Refugees often lack the resources to go to and pay for those 
services. Lack of social support discourages many refugees from using the 
available services. Profound ignorance of health care providers about the 




care (Dhooper and Tran 1998). In a study on health needs of Cambodian 
and Vietnamese refugees in Porirua, New Zealand, it was found that the 
major unmet need for this group of refugees is interpreting services (Blakely 
1996). A study by the social monitoring programme of Christchurch City 
Council found that refugees were more likely to be on very limited incomes 
than non-refugee groups in the population (Jamieson 1998). 
The lack of social support also discourages many refugees from venturing out 
and using the available services (Dhooper and Tran 1998). Kamila 
Hawthorne, while reporting on a study of Accessibility and use of health care 
services in the British Asian community, stated that one of the major 
difficulties in access and use of health services by these people is 
'communication difficulties' because many of them can not speak English 
fluently (Hawthorne 1994). A study in Southampton among the Asians aged 
;f 
55 and over indicated that without improved communication, attitudes towards 
oral health and uptake of dental care are unlikely to change and the 







Chapter 3 Dental Health Care in New Zealand 
This chapter describes the present system of dental care provision in New 
Zealand and presents information about what is known about current patterns 
of oral health need and utilisation by specific groups. 
New Zealand had the distinction of being one of the first countries of the world 
to introduce a unique school dental service in the 1920s aimed at improving 
the dental health of children. New Zealand's School Dental Service was 
envied by many in the world and its achievements were considerable 
(Treasure 1993). However, despite a proud record in child dental care 
provision New Zealand is the only western country without a comprehensive · 
safety net for the provision of dental care for financially disadvantaged adults. 
t:f 
3.1 Funding for dental care 
Dentistry in New Zealand is largely a free-market enterprise, but publicly 
funded care exists for pre-school and school age children and some low-
income groups (Dixon et al. 1999). Dental care for people aged 18 years 
and over is funded personally, with limited public funding which covers only 
emergency management and treatment for pain and infection. For the 
majority of the adult population in New Zealand, oral health services are 
provided by private dentists on a fee per item of service basis (Hunter and 
Davis 1976). Of all the health services in New Zealand, the largest 
proportion of the cost of dental services is paid from patients' pockets and the 
19 
state subsidy available for dental service~ is one of the lowest (next only to 
physiotherapy services). The distribution of dental services funding in New 
Zealand during 1980-1991 (see Figure 1 below) was State subsidy 4.3%; 
insurance refunds 3.8%; ACC 9.7%; patients' pockets 82.2% (Muthumala and 
McKendry 1991). 
Figure 1 Dental services funding in New Zealand 
1,f 
lil State Subsidy 
Iii Insured Refunds 
DACC 
D Patients Pocket 
Total New Zealand dental health funding decreased 60 percent in real terms 
between 1981 and 1991, and the trend is continuing (Stanley 1994). 
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3.2 Publicly funded dental services 
The three forms of publicly funded dental services are available in New 
Zealand. 
1. School dental services 
2. Dental Benefit Scheme for adolescents (services provided by private 
dentists) 
3. Hospital dental services comprising outpatient and inpatient services. 
Dental services are provided free of charge to all children and to secondary 
and tertiary students under the age of 18 years (Ministry of Health 1996). 
School dental therapists (employed by public hospital and health services) 
provide these services in primary and intermediate schools and private 
dentists provide services for older children and adolescents. These private 
ll" 
dentists claim dental benefits for services provided and the amounts 
claimable are limited (Appendix 1). Services available under the Dental 
Benefits Scheme include routine preventive dental care and treatment, but 
the scheme does not cover orthodontics. Eligibility for subsidised dental 
services under the Dental Benefits Scheme is universal for adolescents up to 
the age of 16 years and extends to those aged up to 18 years if they are · 
engaged in full-time study or training in any recognised institutions or 
dependent on a benefit (Brown and Treasure 1992). The guid~line notes for 
the Dental Benefit Scheme (1993) clearly state 'Eligibility for dental benefits 
ceases for all patients on their 181h birthday regardless of their circumstances'. 
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Financially disadvantaged adults over the age of 18 have very limited access 
to dental care. Hospital dental services provide on-demand relief of pain, but 
routine dental care is limited (Treasure and Whyman 1995). 
Historically, Government policy has been that dental care for financially 
disadvantaged adults should be provided by public hospitals subject to means 
testing of patients (Upton 1991 ). The Department of Social Welfare (now 
part of Work and Income NZ) has not provided special needs grants 
assistance to beneficiaries for routine dental treatment since July 1990, 
although before that some limited assistance was available (see Appendix 2 
for current Special Needs Grants guidelines in relation to dental treatment). 
In April 1991, the Department of Health released a Service Statement for 
Area Health Board Dental Health Services. That document stated that there 
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should be provision of dental care for people unable to obtain it from the 
private sector; co-ordination of all board dental services to facilitate effective 
service planning, programming, budgeting and delivery; and development of 
programmes for disadvantaged groups (Livingston 1993). The National 
Committee on Core Health and Disability Support Services also suggested 
that in a system where dental care is almost entirely funded by fees directly 
from the patient, there is a need for a dental service for people with 
insufficient income to pay for dental care (Whyman et al. 1992). Despite this, 
only very limited dental services exist for this group and income-related and 
other barriers inhibit their use. 
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The Health Funding Authority (HFA) is currently required by law to ensure the 
provision of certain services through funding contracts with providers. These 
include services for pre-school and school children through the School Dental 
Service, adolescent dental benefits funded services (mostly provided by 
private dental contractors), emergency dental care for low income adults, 
services for hospital in-patients at major hospitals, out-patient services as 
hospitals facilities and staffing allow, and maxillofacial services at major 
hospitals. The HFA has funded some pilot initiatives where essential dental 
services are provided at low or no cost to low income adults but the coverage 
of these schemes has been limited (see below in Section 3.7 on Dental health 
care in Canterbury). The HFA is presently developing a new Service 
Strategy for Publicly Funded Dentistry but this strategy is not yet finalised. 
3.3 Dental health needs and access to care 
,,f 
In the publication titled 'Our Health Our Future' by the Public Health 
Commission on the state of Public Health in New Zealand it was reported that 
adult dental health was worse in those people from lower socioeconomic 
groups, and to a lesser extent among Maori (Public Health Commission 
1993). Individuals with higher socioeconomic status also tend to have a 
more positive view of their oral health than their lower socioeconomic 
counterparts (Chen and Hunter 1996). 
It would appear that many low income people in New Zealand are not able to 
obtain dental care because they cannot afford it, and subsidised care through 
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public hospitals is not universally available (Livingston 1993). However, in 
one New Zealand study on the self-reported dental treatment needs of the 
elderly, neither socioeconomic status nor education level were significantly 
associated with their responses to questions on access and barriers to dental 
care (Thomson and Cautley 1996). This suggests that while cost is 
important, the barriers to access to care might be more than just cost related. 
Overseas studies suggest that dental care is seen differently by low income 
people and children in low income families experience both higher levels of 
dental disease and unmet dental needs and lower levels of dental care 
utilisation (Golletz et al. 1995). Based on a study of oral health status in the 
United States, it may be hypothesised that people who underestimate their 
own dental health or dental care needs will use fewer services (Davies et al. 
1985). There is strong evidence that people who receive medical treatment 
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in a timely manner have improved health outcomes. Moreover, delay in 
seeking medical care because of concern about cost can have serious effects 
(Nelson et al. 1998). It is reasonable to assume that this evidence might also 
apply to some extent to dental care and dental health outcomes. 
3.4 Oral health in Maori and Pacific peoples 
The socioeconomically disadvantaged are another group with special health 
care needs and Maori people are disadvantaged yet again, for as a group, 
they have lower socioeconomic status. There is evidence that Maori have 




accumulated evidence that according to their needs, Maori underutilise 
primary care services (Malcolm 1996). Annual rates of general practitioner 
contact for Maori are slightly lower than those for patients of non-Maori 
background (Davis et al. 1997). The New Zealand Planning Council 
document "Care and Control" reported that Maori people have a " ... generally 
disadvantaged socioeconomic position associated with diminished access to 
primary and preventive health services". Poor oral health has been found in 
several dental surveys that have included Maori adults and children, and is a 
major concern in the planning and delivery of dental services. The dental 
health status of Maori people is far below that of non-Maori people in 
Aotearoa. Because the socioeconomic status of Maori people is poor, Maori 
dental health status is also poor (Pringle 1997). It is clear that the dental 
health needs of Maori people have not and are not being met (Broughton 
1993). According to Lorna Dyall, a Health and Maori Development 
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consultant, poor oral health status of Maori relates to their low socioeconomic 
status. Because they are poor they cannot access both services and 
information. They cannot afford to utilise dental services and do not know 
how to use those services. Although there is very little published information 
about Maori dental health, it is a fact that one in two of young Maori are not 
accessing dental health services. For many Maori, dental health is not a 
priority. The reasons for this are many and varied and would include 
appropriateness of dental services; affordability or economic barriers; the 
acceptability of the service provided and accessibility. Midland Regional 








adolescents in their region drop out or do not utilise the Dental Benefit 
Scheme compared to 25% of non-Maori. Midland Health has the largest 
Maori population in its region compared to all other Regional Health 
Authorities and hence these figures are likely to be similar in the other areas 
(Dyall 1997). 
The dental ill health of Maori people is due to long periods of total neglect, 
especially during the formative years. A significant number of Maori people 
do not fully utilise the available dental services and there is a significant 
dropout of Maori people from these services. The fundamental message that 
dental disease is preventable has not registered with many Maori. As a 
result, dental health has little, if any, priority and gross dental neglect 
eventually leads to complete loss of teeth (Broughton and Koopu 1996). 
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Pacific people are also over-represented at the lower end of the 
socioeconomic spectrum compared with other New Zealanders. Adverse 
socioeconomic, epidemiological, health service utilisation, and transitional 
demographic characteristics of this population suggest that Pacific peoples 
impact significantly on the overall health status of the total New Zealand 
population (Tukuitonga and Finau 1997). One of the most important self-
reported barriers to care among Pacific patients in Auckland and Wellington is 
cost (Simmons 1997). Studies of the relationships between ethnicity and 
health/health care demonstrate that ethnicity influences disease rates, health 





3.5 Fluoridation of water supplies 
Fluoridation of public water supplies is an important public health strategy for 
prevention of dental caries (Fluoride and Oral health 1995). Water 
fluoridation has the dual appeal of reducing caries levels among children and 
in so doing, reducing socioeconomic inequalities in caries experience (Slade 
et al. 1996). Community water fluoridation's greatest strength as a public 
health measure is that it reaches everyone in the community, regardless of 
their socioeconomic status (Thomson 1997). Not all New Zealand 
communities have fluoridated water supplies and the issue of fluoridation has 
proved controversial for some local authorities because of public concern 
about its safety. Most of the scientific evidence about water fluoridation 
supports both its effectiveness in reducing dental caries and its overall safety 
(Public Health Commission 1995). 
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3.6 Progress on addressing dental health care needs 
Progress towards addressing dental health care needs of low income adults 
has been slow in the last decade despite identification of the important issues 
by the Department of Health, the National Health Committee and moves by 
the HFA. Dental health care has excited only occasional media and political 
attention. Press reports and media releases by political parties have 
highlighted the shortcomings of the services available and their inability to 
meet current demands. For example, in a media release, Labour's 
spokesperson on health (a former dental nurse and now Minister of Health) 
complained of deficiencies in school dental service in her electorate (King 
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1997). Newspaper and magazine reports have highlighted 'holes in dental 
health' (New Zealand Herald 1995) and 'needs to fill gaps in poor teeth' (New 
Zealand Doctor 1995). Overall, however, dental health appears to have had 
a lower priority with policy makers than other more urgent and politically 





3.7 Dental health services in Canterbury 
As is the case in the rest of New Zealand, dental health services for adults in 
Canterbury are mostly privately funded and provided. With the exception of 
certain special groups and schemes already described above, there is no 
state funding available for dental services for adults. 
Emergency dental care schemes for low income adults are available in some 
parts of the South Island. To date no contract has been signed between 
Canterbury private dentists and the HFA to provide these services although 
one has been offered by HFA. These schemes are for adults who have a 
Community Services Card and who are on a benefit. The treatment funded 
by the scheme allows for the resolution of a single episode of pain or 
infection. Ongoing maintenance or preventive work is not covered. 
Some additional assistance for l0w income adults is provided through 
Canterbury Health's Hospital Dental Service. The assistance is generally in 
the form of subsidised fees for all patients rather than specific assistance for 
individual patients. Work and Income New Zealand (WINZ) provides 
assistance for some low income adults on an individual basis through Special 
Needs Grants. 
No additional publicly funded dental services for refugees and migrants are 
available in the Southern. region. Healthlink South (a Christchurch-based 
HHS) ran a one-off pilot scheme for Somali migrants in Christchurch from late 
February to the end of May 1998. Basic dental care was provided that 
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included dental examinations, diagnostic radiography, dental restorations, 
dental extractions and non-surgical periodontal treatment. Unfortunately no 
arrangements have been made to provide continuing care (Lee 1998). 
The study described in the following chapter was designed to find out about 
the dental health care needs and perceptions of barriers to access to dental 





Chapter 4 Methods 
4.1 Background to the study 
The 1998 New Zealand section of the WHO International Collaborative Study 
on Oral Health Outcomes revealed that dental health was used as a quality of 
life measure and as an indication of the perceived need for dental care. If an 
individual was free from dental disease or symptoms, their quality of life was 
high. Dental health needs assessment has not previously been undertaken 
in Christchurch among people on low incomes. As most of the information 
about dental health of adolescents and adults in the low-income families is 
anecdotal, it was considered useful to explore what the essential dental care 
needs are for these groups and the barriers they experience in gaining 
access to regular dental health care. Comments from local dental health 
professionals suggest that the low-in'comevadult population in New Zealand is 
not receiving sufficient basic dental treatment to maintain good dental health. 
Christchurch is fast becoming a major new migrant destination within New 
Zealand. More and more new immigrants are arriving in Christchurch. 
Many of them come as refugees from countries troubled by war and conflicts 
where the health care system has broken down or has been a low priority. 
Poor dental health is a problem faced by those who arrive from such 
countries. This is often true for many new migrants as well as for refugees. 
Low income is not the only barrier these people encounter in access to dental 








information regarding the New Zealand health system, the trauma of 
displacement from their native land and social isolation all play a part. 
4.2 Study aims and objectives 
The aim of the project was to identify specific barriers to access to dental care 
faced by adults living on low incomes (including refugees and new migrants) 
in Christchurch. 
The specific objectives of the study were to: 
• conduct a survey of individuals from groups identified as living on low 
incomes in Christchurch and collect information about dental health needs 
and barriers to access to regular basic dental treatment. 
• analyse the survey findings and prepare a report of the results of the 
survey. 
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• disseminate the results of the survey to relevant authorities in order to 
identify, develop and implement strategies for a solution of the problem and 
facilitate access to dental care services. 
4.3 The study process 
The study undertaken comprised several components including: 
• a detailed literature review 
• consultation with people from organisations working with people on low 
income 











• data collection from participants (organisations and their clients) using 
questionnaires 
• key informant interviews with representatives of organisations working with 
people on low incomes, including refugees and migrants, and with local 
dental care providers and representatives of refugee and migrant 
communities in Christchurch. 
4.3.1 Literature review 
An extensive search for relevant literature on immigrants' health problems, 
including dental health, was carried out with a focus on the New Zealand 
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context. The main sources of literature searched were Medline, PubMed, 
CINAHL and Healthstar databases. An extended search of the Internet 
produced very useful literature on the topic. Journal articles were searched 
in the Canterbury Medical Library, Canterbury University Library and 
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University of Otago Distance Library. Related materials from conferences, 
workshops and current research were also collected by contacting Dr. Martin 
Lee, Public Health Dentist, Healthlink South and Dr. Murray Thompson, 
Department of Community Dentistry, University of Otago. Survey reports 
from the Social Monitoring Programme of the Christchurch City Council and 
the West Coast Socio-dental Survey of the Health Funding Authority were 
also reviewed. Review of news items and reports from national and local 
newspapers on the issue of dental health of people ori low incomes also 









4.3.2 Consultation with organisations and convenor questionnaires 
A number of organisations working closely with refugees, migrants and 
people on low income were identified from a database at Crown Public 
Health, a provider of public health services in Christchurch and the wider 
Canterbury area. Forty organisations were chosen who serviced populations 
consisting mostly of people on low incomes. Their clients' backgrounds were 
diverse including: unemployed people, solo mothers, students, aged people, 
pensioners, refugees and new migrants. 
Letters (see Appendix 3) were sent to the convenors of these organisations 
explaining the aim of the proposed study and seeking their help and opinions 
regarding the study's scope and relevance. They were also sent a 
questionnaire (see Appendix 4) consisting of 3 questions and were asked to 
give some details about their organisation and its client profile. The three 
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questions were to be answered by ticking a box or boxes for each. This was 
done to make sure that the respondents need spend only the minimum 
possible time to complete the questionnaire in order to achieve maximum 
possible response rate. 
The first question asked them if they thought that people on low incomes 
missed out on dental treatment. The second question asked for the reason 
or reasons why their clients might miss out on dental treatment. They were 
offered a list of different reasons to choose from, for example: non-







language barriers, lack of transport, cultural barriers or any reason other than 
these. They were also asked if they thought that a survey about the dental 
care needs of low income people would be useful. They were asked to 
provide any other comments they had about the dental care needs of the 
people who used their services and the barriers they felt those people 
encountered in gaining access to dental care for themselves and their 
families. 
Each organisation's convenor was requested to make clear whether they 
could assist by distributing a questionnaire to their clients. Along with the 
letter and questionnaire, a postage paid envelope was sent for the return of 
the completed questionnaire. Thirty out of the 40 organisations (response 
rate 75 %) returned completed questionnaires. Eight of those who did not 
complete a questionnaire expressed their inability to provide any further help 
,fr 
due to various reasons, which included lack of time, lack of volunteers and 
too much work at the organisation. 
The replies to the questionnaire and the conveners' comments were entered 
into a database for analysis. Meetings were arranged individually with those 
who had promised to co-operate in collecting data from their clients. During 
the subsequent interviews with the conveners, issues to be included in the 








4.3.3 Development of client questionnaire 
A questionnaire for clients was then designed in consultation with Kathie 
Jamieson of Christchurch City Council, Ann Currie of Crown Public Health, 
Pauline Barnett and Cheryl Brunton, Department of Public Health and 
General Practice, Christchurch School of Medicine and Simon Kemp of 
Canterbury University. 
The questionnaire language was English. In order to maintain participant 
anonymity, the questionnaire contained questions on non-identifying details of 
the participants regarding their age, gender, ethnicity, income, size of family, 
employment and socioeconomic status. The other questions were related to 
their own dental conditions, perceptions about the importance of dental 
health, concern about dental care and dental health, importance of personal 
dental care habits and practices, opinions about the existing dental health 
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care services and barriers they encountered in access to these services, and 
ideas on improving access to such services. Care was taken to make the 
questionnaire as simple as possible to answer and at the same time detailed 
enough to elicit relevant and essential information required for the study. It 
had a total of 12 questions to be answered by ticking one or more boxes. 
There was also provision for writing comments about any issues which the 





4.3.4 Pre-testing the questionnaire 
The questionnaires were sent for pre-testing to the representatives of 
organisations who had promised to take part in the study. Suggested 
changes were then incorporated. For example, the word 'pakeha' was 
omitted from the questionnaire as some felt it was too general and two more 
income brackets were added to the question on income. There was a 
provision in the questionnaire for willing participants to give consent for a 
personal interview at a later stage if it was found necessary after the initial 
results were analysed. The final version of the questionnaire was prepared 
and submitted to the Canterbury Ethics Committee. After fulfilling the 
relevant requirements and procedures, ethical approval was granted. 
4.3.5 Distribution of questionnaires 
Questionnaires were sent to the participating organisations who then 
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distributed them among their clients. The questionnaire was accompanied 
by an information sheet for the participants and also a consent form to be 
signed by each participant (Appendix 6). The representatives of the 
organisations who had agreed to distribute the questionnaires and the 
accompanying papers to participants were expected to ensure that those 
clients from non-English speaking backgrounds understood the questionnaire, 
the contents of the information sheet and the consent form. The number of 
questionnaires sent to each organisation varied according to that 
organisation's estimate of the numbers of potential participants. Four 
hundred questionnaires were distributed. As a gesture of thanks for 
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participation, one tube of toothpaste was also given away along with each 
questionnaire. Colgate-Palmolive and Rexona kindly donated the toothpaste 
in response to the researcher's written requests. After the participants 
completed the questionnaires, the organisations' representatives collected the 
questionnaires and returned them to the researcher. 
4.3.6 Questionnaire data entry 
The data from the questionnaires were entered into the computer programme, 
Epi-info, a word processing, database and statistical programme used for 
statistical analysis in epidemiological studies. 
4.3.7 Key informant interviews 
In depth interviews with key informants were planned, with a view to collecting 
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more information regarding issues that emerged from the analysis of the 
client questionnaire data. Key informants included the local Public Health 
Dentist, a member of the Christchurch Branch of the New Zealand Dental 
Association, the coordinator of Refugee Resettlement Support in 
Christchurch, the Director of Pasefika Education and Employment Training 
Organisation (PEETO) an organisation involved in the education and training 
of refugees and new migrants in Christchurch, and representatives of the 
larger refugee and new migrant communities in Christchurch. A total of 7 
interviews were carried out, lasting between 30 and 40 minutes each. 
During these interviews informants were asked six structured questions (see 




missed out on dental treatment and if so for what reasons, and also whether 
anything else other than financial reasons prevented access to dental 
treatment and possible solutions to problems of access. The importance of 
dental health and healthy personal dental health practices in relation to any 
appreciable change in the uptake of available dental services was also 
discussed. With the permission of the informants, their interviews were 
recorded on audiotape and later transcribed. The transcripts were read and 
re-read to identify emergent issues and to further illuminate themes derived 




Chapter 5 Results 
5.1 Responses from convenors of organisations 
Of the forty organisations to which the preliminary questionnaires were sent, 
thirty responded and offered to help in the client suNey. All thirty completed 
the questionnaires sent to them. Their responses in general were consistent 
with other evidence regarding the dental care seNices and access to dental 
care for people on low income. 
More than 50% (21) of them agreed that a suNey of their clients would be 
helpful in assessing their need for dental care. The rest were of the opinion 
that a mere suNey would not do any good if there were no initiatives to 
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address what they felt was the main barrier to access, i.e. cost. All 
respondents agreed that people on low incomes missed out on dental 
treatment and all of them noted that non-affordability of treatment was the 
main reason. Respondents also pointed out a number of other reasons. 
Two respondents suggested non-acceptability of dental treatment as a reason 
for missing out on dental treatment. Seven were of opinion that non-
accessibility to dentists was a barrier. Five of them pointed out that some 
people, especially refugees and new migrants, found language a barrier. 
Seven respondents noted lack of transport as a problem and as a barrier to 
access to dental care. Two of those who returned the questionnaire 
attributed cultural reasons to lack of access to dental treatment. In addition 
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to the options provided in the questionnaire, the respondents recorded 
comments on other barriers experienced by their clients. The following are 
some of those comments: 
"Tooth doesn't last for ever and so low priority" 
"Fear of pain." 
"Dental treatment is low priority of Maori." 
"Uncomfortable in Dentist's chair." 
"Can't have time due to lots of children." 
"Lack of understanding of what WINZ benefits might apply." 
"Community card is not valid for dental treatment". 
5.2 Responses to client questionnaire 
Out of the 400 questionnaires distributed, 290 completed questionnaires were 
returned (response rate 72.5 %). N9t all respondents answered all questions 
tf 
and so there are varying denominators for each question. Because of the 
measures taken to preserve the anonymity of respondents it was not possible 
to distinguish between the replies from refugees and migrants and those from 
low income New Zealanders. 
5.2.1 Profile of the respondents 
5.2.1.1 Gender 




The majority of the respondents were in the age group 34- 41 years. The 
next largest group was those aged 42-49. There were 5 respondents who 
were aged above 81 years. 
Figure 2 
.l!l 





a, ... .... 20 
0 
0 0 z 
5.2.1.3 Ethnicity 
Age distribution of respondents 
18- 26- 34- 42- 50- 58- 66- 74- 81+ 
25 33 41 49 57 65 73 81 
Age Group 
A majority (78%) of the respondents identified themselves as European New 
Zealanders, just over a tenth (11.8%) were Maori and the rest were of "other" 
ethnicity. 
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5.2.1.4 Benefit status 
A little over one third (37.6%) were on the domestic purposes benefit (DPB), 
17. 7% were on an unemployment benefit and 12.1 % were on a sickness 
benefit. 
5.2.1.5 Family size and composition 
A quarter of the respondents (26.3%) had 4 members in their family, another 
quarter (26.5 %) had 2 members, 15.8% had 3 members, and the rest had 
only 1 member in the family. Less than half (41 %) had no children, 19.8% 
had one child each and another 19.1 % had 2 children . 
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5.2.1.6 Annual Income 
One fourth of those who responded (26.1 %) had an annual income of less 
than $10000. A little less than half (43.9%) had income between $10000-
$20000, 16.3% had between $20000- $30000. Very few of those who 
responded (6%) had an annual income of more than $40000 (see Figure 5). 
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5.2.2 Responses to questions about dental care and dental health 
5.2.2.1 Having a regular dentist 
About half the respondents (46.8%) had a regular dentist and the other half 
(53.3%) had no regular dentist. Thirty-six out of sixty nine people with an 
annual income of $10000 or less had a regular dentist whereas 45 out of 115 
people with an annual income of $10000-$20000 had a regular dentist. 
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5.2.2.2 Dental visits in the last year 
About half of the respondents (48.7%) had not visited a dentist in the last 
year, and about a quarter (27.5%) had had one visit to the dentist in the last 
one year. Half the respondents (55%) did not have a dental visit because 
the cost was too much and about a quarter (26%) did not have a dental visit 
because they did not have any problem with their teeth. 
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5.2.2.3 Spending on dental care 
About half (43.5%) of those who responded spent nothing on dental treatment 
in the last year. While 75% of respondents spent their own funds on dental 
treatment, 17.3% had Work and Income New Zealand (WINZ) pay for their 
dental treatment. 
5.2.2.4 Perceived dental health status 
According to their own rating, 19.8% of the respondents considered their 
dental health status to be very good, 23.7% as good, 37.2% satisfactory and 
the rest rated their dental health status as poor. A majority (77%) reported 
that they had no toothache, 70.6% reported bad breath; 60.9% had one or 
more missing teeth; 39.7% had decayed teeth; 25.4% had bleeding gums. 












5.2.2.5 Tooth brushing 
Fig- 6 Perceived Dent!:'J,I Health Status 
Self-assessed Dental Health 
11Very Good 
•Good 
~ :::;factory \ 
aVery Poor 
About half (53.5%) of the respondents brushed their teeth twice daily; 35.5% 
brushed once daily and 10.9% reported brushing more than twice a day. 
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Fig- 7 Frequency of toothbrushing 




A little less than half of the participants (46.9%) were "very concerned" about 
their teeth while a quarter (25.9%) were "concerned" and the remainder 
(27.2%) were "not concerned". 
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5.2.3 Reported barriers to access to dental care 
Explaining why they do not access dental treatment, different respondents 
had different things to say. These reasons were often multiple. They can be 
categorised under different headings like self-perception, fear of dentists and 
dental procedures, uncertainty about the cost of treatment, the actual costs of 
treatment, family income, family priority and time constraints. The following 
are selected examples of the comments written by respondents giving 
reasons why they could not or would not use dental services. 
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5.2.3.1 Perceptions about dental health 
A number of respondents expressed perceptions about teeth, dental care and 
their own dental and oral state. Some of their perceptions may be the result 
of bad past experiences, misconceptions, lack of proper information or 
ignorance about teeth and the importance of dental care. They may also 
reflect traditional beliefs and culturally acceptable practices, especially in the 
case of refugees and new migrants. This suggests a need for these people 
to be provided with accurate information regarding dental health. The 
following are some of the comments illustrating differing perceptions about 
dental health/dental care. 
"I am using Aywvedic tooth powder for the last 20 years. This may be the 
secret of my dental health". 
'.'Don't go to dentist just to have teeth cleaned. Toothbrush should do job". 
"If properly cared for there won't be much problem to teeth". 
"I think that the whole dental industry needs to be looked at because of past 
and bad cheap alternatives I have experienced". 
"I believe that amalgam causes alshzimers (sic) and other health problems". 
"I would love to have regular oral care and teeth cleaned". 
5.2.3.2 Limited income 
Close to 40% of the survey participants were on Domestic Purposes Benefit 
and a good number were unemployed or on a sickness benefit. Clearly 
these respondents could be considered people on low incomes. They are 
likely to have very little disposable income. As dental problems are rarely life 
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threatening and are not seen as a serious health issue, they are seldom 
considered a priority by this group of people. They have other very important 
and essential things like food, clothing, housing, children's education and 
various other needs as top priority on their economic agendas. These 
comments by some respondents explain this view. 
"Sometimes I would like to visit a dentist but got no money (not enough)". 
"I would like to go to the dentist more regularly. The last time I went, I was told 
I would have to have my existing fillings replaced and I don't have that kind of 
money". 
"After other costs and child's other financial needs are met, have no excess 
for dental treatment. Dental treatment for myself has unfortunately become a 
low priority because of mainly lack of affordability". 
5.2.3.3 Cost 5 
Almost all the respondents who answered the questionnaire, the 
representatives of the community organisations (see section 5.1 above) and 
the key informants who were interviewed (see section 5.3 below) _agreed that 
cost is the main barrier to access to dental care. Many of them expressed 
this view very strongly. The following are examples of comments from 
survey respondents which clearly show how they feel about the high cost of 
dental treatment. 





"Find dentist too expensive". 
"Can't afford it; too expensive". 
"Visiting a dentist means I have to starve for a whole week, as it is that much 
costly. 
"Cost is a major factor in dental treatment". 
"Dental cost is too high. So we can't afford. Otherwise I would like to visit 
dentist once in six months". 
"The cost of treatment, especially those on benefit and the elderly". 
"If it wasn't so expensive we could afford to go to the dentist more often". 
5.2.3.4 Dental care provision 
Many respondents were very dissatisfied with the present health system, 
which does not provide regular routine dental services for the people on low 
income. Several respondents indicated that a low cost dental service would 
have helped many people who wanted dental care but could not get it due to 
financial constraints. The following comments made on this issue makes 
interesting reading. 
"I don't like the present system for dental care and treatment. Teeth of poor 
and rich people are valuable. Now in this present situation poor people can't 
do anything for their teeth. The only way is that if there is any problem with 
tooth, remove it. That is not good". 
"I think a low cost dental surgery is an excellent idea for /ow-income people if 





"Dental treatment should like doctors be subsidised by the government". 
"Hospital clinic services are under-funded and therefore inadequate. Hospital 
and Income Support services are against i.e. only extractions funded over a 
certain age". 
Community cards or government subsidy is not available which make it more 
difficult". 
5.2.3.5 Experience of dental visits 
A considerable number of the participants had not visited a dentist for a long 
time (see 5.2.2.2). Only a few reported regular dental visits (see 5.2.2.1). 
As there is almost no government funding for dental treatment for this group 
and having a Community Services Card does not entitle them to subsidised 
charges at the dentist (as it does for visits to the general medical practitioner) 
most of them have a dental consultation only when a very serious episode of 
dental ill health presents itself. « 
These are some examples of what the respondents had to say about dental 
visits: 
"Go to dentist when I have to. Can't afford to go any time". 
"Only go when major urgent work needed and get social welfare to foot the 
bill". 
':t\ lot of people only go to the dentist when in pain and sometimes too late. I 
went in pain and had a check up 3 months ago but apart from that I haven't 







"I only go when we really have to; don't have the money to go for check ups". 
5.3 Key informant Interviews 
The interviewees' responses to most of the interview questions were more or 
less similar. All of them agreed strongly that the dental health of low income 
people is a very important health issue. They also felt it had been neglected 
for a long time, mainly because the health system had moved from being 
publicly funded towards being more privately funded. 
5.3.1 Do people on low incomes miss out on dental care? 
In answer to the question about whether or not people on low incomes miss 
out on regular dental treatment, replies were almost unanimous. These are 
the words used by some of them to illustrate how strongly they felt about it: 
"Undoubtedly", "Unquestionably", "Most certainly". The only exception was 
• tft 
the public health dentist who said that although they missed out on dental 
treatment in a broader sense, low income people always received elective 
and emergency dental treatment. According to him those people who end up 
getting emergency treatment are those who do not care for their teeth on a 
timely and regular basis. 
5.3.2 Why do low income people miss out on dental care? 
In response to the next question about why these people miss out, a number 
of reasons were mentioned; the prominent one being the cost of dental 




income of low income people prevents them from getting access to dental 
care. Some interviewees suggested that lack of transport might also act as a 
barrier. They also suggested that for people on low incomes, dental 
treatment was a lower priority than other more important needs like food, 
housing and care for children. 
The refugee and migrant community representatives also identified language 
difficulties as a barrier to access to dental treatment. Lack of information 
regarding the New Zealand health system and how to get access to treatment 
facilities was another reason mentioned by these and other interviewees. 
One representative of one of the largest refugee communities commented 
during the interview about the inability to get traditional tooth cleaning material 
in New Zealand. In their home country members of that community cleaned 
their teeth with the branch of a particular plant/tree. Th~y cannot get this in 
ff' 
New Zealand as the existing rules prohibit the import of the plant product. 
5.3.3 Would education about dental health make a difference to uptake 
of care? 
To the question whether education on the importance of maintaining dental 
health will improve uptake of available dental services, the interviewees' 
replies were in the affirmative. The exception was the public health dentist 
who was of the opinion that nothing more will be gained by educating them as 
"every one knows that if you did not look after your teeth they will deteriorate". 




paint the house on time, the paint would start stripping and woodwork will rot" 
According to this respondent, negative perceptions of people about dental 
care and dental health is responsible. Another interviewee was of the 
opinion that education alone would not solve the problem. That person felt 
that once people are aware of a dental problem and wanted to get treatment 
there should be a system to provide a service in a more accessible and 
affordable manner. Some respondents suggested that social workers and 
community health workers could be utilised for educating people and to 
improve their dental awareness. Arranging seminars and workshops for the 
benefit of these groups of people could also be a means of educating the 
people on the importance of dental care, they suggested. 
5.3.4 Addressing barriers to care 
To the question about ways to address the problem of barriers to access to 
.. 
care, two interviewees suggested that there should be free dental services for 
the new migrants for at least for two years after they come into New Zealand 
(while they are in the process of resettlement) to bring their dental status to a 
reasonably good benchmark level. The Refugee and Migrant Service is 
coordinating a project that offers a package nationwide targeting refugees 
and migrants to New Zealand that aims to address issues including health, 
education and housing. 
All those who were interviewed were of the opinion that information regarding 






improving uptake of dental services. One suggestion was to make available 
pamphlets in the native languages of refugees and new migrants so that they 
have sufficient information. This could be distributed through the 
organisations working among those people. Talks and presentations in 
group meetings would also help. 
Representatives of community groups strongly suggested that along with 
information and education there should also be a provision for accessible and 
affordable dental services. They suggested that for people on low incomes 
there should be more assistance from the government or the Health Funding 
Authority to access services to keep them dentally healthy and this might be 
on a co-payment basis, if not entirely free. Another suggestion was to 
conduct periodic free dental check ups and treatment camps where· basic 






Chapter 6 Discussion and Conclusions 
Oral disease is a universal problem, but because it is rarely life threatening, 
its prevention or treatment is often a low priority for health policy makers and 
for individuals. Oral health problems can adversely affect an individual's 
quality of life by impairing physical functioning, social functioning and self 
esteem (Chen and Hunter 1996). 
New Zealand had the distinction of being one of the first countries of the world 
to introduce a unique school dental service in the 1920s aimed at improving 
the dental health of children. However dental health has not been a priority 
on the agenda of New Zealand's health services for quite some time and 
most dental services are not publicly funded. Access to dental care for 
adults on low incomes (including refugees and migrants) is limited. 
f!<' 
The Oral Health Surveys conducted in New Zealand between 1976 and 1991 
all reveal a link between low socioeconomic status and poor dental health. 
The most disadvantaged groups are Maori and Pacific Island people of all 
ages. Refugees and new migrants are also a significantly disadvantaged 
group in terms of their dental health, as are superannuitants and 
beneficiaries. 
Historically, health services have been shaped to meet the health needs of 
the affluent middle class, with residual arrangements for the poor. While 
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some of the barriers of inequality have been removed, there still remain the 
barriers of communication and the social skills required to use the system well 
and establish rapport with health professionals. These problems affect 
ethnic minorities, the aged and women more than other groups (Davis 1981 ). 
In conducting a survey of people on low incomes in Christchurch (including 
refugees and new migrants) several problems and factors that act as barriers 
to access dental care services for those people were identified. The survey 
and interviews with representatives of the organisations that work among low 
income people helped to identify the issues involved. 
provided suggestions on ways to address identified issues. 
Participants also 
People on low incomes find the cost of treatment the major barrier to their 
seeking regular dental services. As most dental services for adults are not 
,~ 
publicly funded, this population finds it difficult to use these services except 
for emergency treatments. Community Services Cards do not entitle them to 
subsidised dental care services in the way they do general medical care. 
Only limited assistance is available from social welfare (WINZ). A number of 
respondents also reported that unlike medical consultations, which have a 
fixed charge in most general practices, the cost of dental treatment is 
'unpredictable'. Fear of dentists and dental procedures prevented a few from 
using essential dental care services. Perceptions about teeth and oral health 
-based on cultural beliefs and practices acted as a barrier for particular ethnic 
groups. At least one refugee community representative reported the non-
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availability in New Zealand of a particular teeth cleaning product they use in 
their native country. For most of the survey participants dental treatment was 
of low priority after they met the need for food, housing and their children's 
health and education. Some of them felt that because they use a particular 
dental care product, their oral status is good and they therefore feel no need 
to go to a dentist. 
Refugees and migrants face problems other than financial ones in gaining 
access to dental care. A large number of refugees and new migrants come 
from non-English speaking countries. Difficulty in effective communication 
with health care providers is a major barrier for these people. The absence 
of adequate interpreter services compounds this problem. Lack of 
understanding of the New Zealand health system acted as a barrier to many 
respondents. As a large number of refugees and migrants come from 
l! 
developing countries where the dental care system is not as developed as in 
New Zealand, they need to be educated to make them aware of the 
importance of dental health and dental care practices. There is no effective 
universal means at present whereby new migrants to the country receive 
sufficient information about how the health system operates in New Zealand. 
As the key informants interviewed as part of this study were people serving 
the survey population in different capacities, interviews with them revealed 
different views on the issues identified by the client survey and valuable 
suggestions to address them. Their main suggestion was to provide 
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subsidised dental treatment for people on low incomes. A few of the 
informants suggested a capped co-payment regime. Another suggestion 
was that all dental treatment be provided free for the first 2 years after 
refugees and new migrants arrive in this country to make them dentally 
healthy and thereafter that routine dental services be subsidised. Educating 
these people about their entitlements and available services would result in 
some improvement in the access to and uptake of services. However, one 
respondent who believed that attitudes to dental health were more important 
determinants of utilisation questioned the impact of education about dental 
health. 
The dental care delivery system functions in the context of a wider social 
environment. It is the influence of patterns of attitudes and behaviours in the 
wider community that determines whether, how and in what state of oral 
health people finally make contact 'with the dental system. Because the 
mouth and face are so visible in social interaction and are so central to 
communication, they play a critical part in shaping the image a person 
presents to the world. The oral condition takes on a special significance in a 
person's presentation of self in everyday life (Davis 1987). However, it may, 
as this study's findings suggest, have a lower priority for low income people 
than more basic survival needs, like food and shelter. 
At present in New Zealand most dental treatment services for adults are not 






Community Services cardholders are not extended to dental treatment or 
consultation. Though emergency dental care schemes for low income adults 
are available in some parts of South Island, the treatment provided allows 
only for resolution of a single episode of pain or infection and the service is 
geographically limited. As a result, many of those on low income miss out on 
dental treatment. Because of their circumstances of disadvantage, dental 
treatment has a very low priority for low income people when compared to the 
other necessities like food, clothing, housing and care for other debilitating 
health problems. This study has shown that poor uptake of dental treatment 
by this group of people is not, for the most part, because they do not want it 
but because they cannot afford it. While the main reason for low uptake of 
dental services is reported to be the high cost, it is also due to other poverty 
related factors like poor general health, lack of proper transport and low self-
esteem. 
lfr 
Several factors regarding respondents' attitudes towards dental care were 
clear from this survey. The fact that a majority of the client survey 
respondents brushed their teeth twice daily implies an awareness of the 
importance of daily tooth brushing. One third of the survey respondents 
considered their dental condition satisfactory whereas only 5% felt it was very 
poor. As no dental examinations were carried out as part of the study, these 
perceptions of good oral health may reflect only the absence of current 
symptoms rather than freedom from oral disease. However, the high 
prevalence of symptoms like bleeding gums and halitosis would seem to 
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contradict this. Despite respondents' perceptions of their oral health status 
and the need for dental care, dental visits were routine for less than half of 
them. The main reported deterrent to regular dental care is its high and 
unpredictable cost. This suggests the need for provision of a predictably low 
cost dental service for people on low incomes. A service model aimed at 
reaching out to people would be ideal and would cater best for the need of 
the target group. The ideal situation exists when the total need is met by the 
services available and there are no significant barriers between want, need 





Dental health is an integral part of the overall health and well being of every 
individual. There are manifest inequalities in oral health status and access to 
dental care in New Zealand. Addressing these problems and the barriers to 
access to dental care identified in this study will require efforts on a variety of 
levels. The Ottawa Charter for Health Promotion (1986) provides a useful 
framework. 
6.1.1 Build healthy public policy 
Improved national health requires an active and coordinated health policy 
(Dahlgren and Diderichsen 1986). Health care and social service providers 
should accept the challenges of meeting the dental care needs of people on 
low income including refugees and new migrants. If certain groups have 
poor health status for social or economic reasons, health policy should 
ti' 
address these issues. When developing policy and procedures to address 
the problems of this group of people, policy makers and service providers 
must realise that poverty, limited English language proficiency, differing 
cultural beliefs and practices, limited knowledge and lack of understanding of 
the health system in New Zealand all serve as barriers to access and uptake 
of dental services. The only way to increase public funding for dentistry is to 
demonstrate the need for care, the lack of access to care and the 
disadvantage to the public of not receiving this care. This study's findings 
suggest that current policies for the funding of dental care for low income 
adults mean that many, if not most, are missing out on needed care. The 
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development of a National Health Strategy presently being undertaken by the 
Ministry of Health must incorporate goals · related to dental health and the 
reduction of inequalities. 
6.1.2 Create supportive environments 
This study has shown that dental care is, for many, something that inspires 
apprehension and fear. The ways in which oral health is viewed and dental 
care is provided have a profound influence on care-seeking behaviours and 
self care. 
Maori people define health in a holistic way. Four cornerstones of health 
have been recognised: te taha wairua (spiritual dimension), te taha hinengaro 
(a psychic dimension), te taha tinana (a bodily dimension), te taha whanau (a 
family dimension). Any wide-scale intervention aimed at promoting oral 
,. 
health among Maori people must involve their participation and may need to 
accept alternate goals and methods. Greater ethnic awareness in New 
Zealand has been associated with an expectation that health services 
become more sensitive to Maori values (Durie 1985). 
In addition to Maori and Pakeha communities, many other cultures now live in 
New Zealand society. Each culture requires special attention to ensure 
deHvery of appropriate care in a culturally acceptable manner and 
environment. For example, the key ingredients in a successful health 




interpreters, bilingual and bicultural staff, and staff with expertise in refugee 
and immigrant health care. Provider education in cross cultural health care, 
use of interpreters in health care and knowledge of common problems seen in 
refugees and immigrants are all essential to the provision of high quality 
health care to refugees and immigrants (Walker and Jaranson 1999). There 
is no reason to believe that dental services are any different from other health 
services.in requiring this kind of approach. Indeed, the findings of this study 
support the need for it. 
6.1.3 Strengthen community action 
The driving force behind most public health action is the involvement by the 
general public and their needs and wishes which are expressed via 
democratic channels and in the work done in the local communities (Dahlgren 
and Diderichsen 1986). Better liaison with community groups and utilisation 
,f 
of their networks, will be an effective means of oral health promotion (Brown 
1991 ). Strategies to increase accessibility to and use of dental care services 
among these people may be planned jointly by the government, local body 
administration, voluntary social service organisations, health professionals 
and philanthropic associations. Organisations such as those that took part in 
this study have a wealth of knowledge about their clients' needs and are well 
placed to suggest ways to improve the provision of dental care to those 
groups. In some cases, they may even be in a position, with appropriate 
assistance, to deliver information and care themselves . 
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6.1.4 Develop personal skills 
Along with the provision of dental services, there should also be a programme 
of education and information material available to enlighten and encourage 
people to utilise the available dental services. Strategies for educating 
people on the importance of maintaining dental health could include seminars 
and informative presentations at community meetings and gatherings, the 
production and distribution of leaflets and pamphlets highlighting the 
importance of having good teeth (translated into several languages), 
advertising campaigns in the press and audiovisual media to achieve 
maximum reach to the community of the message regarding the dental 
services and how to access them. 
6.1.5 Reorient health services 
This study suggests that the existing configuration of dental care services is 
!$' 
not meeting the needs of low income people, including refugees and 
' 
migrants. The implications are that new initiatives may be needed, such as 
those being funded in some locations by the HFA. Other strategies for the 
provision of services may include free dental check up camps to assess the 
dental health status of the target group, making available translation services 
for those who can not speak English fluently, involvement of volunteers from 
the respective refugee and new migrant communities as educators and 
support workers and service provision in easily accessible locations. The 
main focus of these initiatives should be to reach people; taking health 
services to the people instead of waiting for people to come to the health 
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services. A very good example of this kind of model was in operation 
recently in Auckland where a medical camp was organised in which children 
had free dental, medical, skin and other check ups and immunisation were 
provided. 
New Zealand once led the world in providing free and universally accessible 
dental care for all its children. The information about inequalities in oral 
health status and access to dental care for low income adults supports the 
need for similarly innovative and inclusive approaches today. A dental care 
service for low income people, refugees and migrants that is affordable, 
accessible, linguistically and culturally appropriate would go a long way 
towards achieving the goal of a high quality dental service aimed at improving 






Adler, N.E., Boyce,T., Chesney,M.A., Cohen, S., Folkman, S., Kahn, RL. 
'Socioeconomic status and Health: The challenge of the gradient'. 
American Psychologist, 1994; 49: 15-24. 
Anderson, P. 'Long term Displacement Raises New Health Needs'. British 
Medical Journal, 1999; 318: 1029. 
Anonymous 'The Health of Refugees'. Editorial, The Lancet, 1985; 1 (8430): 
673-674. 
Bailit, H.L. 'Effectiveness of Personal Dental Services on Improving Oral 
Health'. Journal of Public Health Dentistry, 1978; 38(4): 289-301. 
Barker, G. 'Income Distribution in New Zealand'. Institute of Policy Studies, 
Wellington, 1996. 
..¢ 
Barr, D. and Ashton, J. B. 'Meeting the Healthcare Needs of Refugees and 
Asylum Seekers'. British Medical Journal, 1999; 318: 1291. 
Berzl, A. and Helm, A. 'Refugee Health Issues'. World Hospitals, 1986; 12(2): 
18-23. 
Blakely, T. 'Health needs of Cambodian and Vietnamese Refugees in 
Porirua'. New Zealand Medical Journal, 1996; 109: 381-384. 
Blaxter, M. 'Whose fault is it? People's Own Conceptions of the Reasons for 
Health Inequalities'. Social Science and Medicine, 1997; 44(6): 747-
756. 
66 
Broughton, J. 'Te niho waiora mete iwi Maori: Dental Health and the Maori 
people'. New Zealand Dental Journal, 1993; 89: 15-18. 
Broughton, J., and Koopu,P. 'Dental Health Services and Maori People: He 
mahi rangahau hauora Maori'. The Department of Preventive and 
Social Medicine, University of Otago, Dunedin. 1996. 
Brown, R.H. 'Allies in Dental Health'. New Zealand Dental Journal, 1991; 
87(390): 127-130. 
Brown, R.H., and Treasure, E.T. 'Inequalities in oral health: Implications for 
the delivery of care and health promotion'. New Zealand Dental 
Journal, 1992; 88(394): 132-138. 
Chen, M., and Hunter, P. 'Oral Health and Quality of Life in New Zealand: A 
Social Perspective'. Social Science and Medicine, 1996; 43(8): 1213-
1222. 
Christie, P.S. 'The Role of Prevention in Dental Health'. Journal of the 
6 
Canadian Dental Association, 1965; 32 (12): 693-694. 
Clifford, M.C. 'Health and urban poor'. Nursing Outlook, 1969; 17(12): 62-63. 
Collins, K.S., and Abrams, M. 'Opportunities to Improve Health Care for Low-
income Adolescents'. Journal of Urban Health, 1998; 75(4): 660-676. 
Cowell, C.R. and Sheiham, A. 'Promoting Dental Health'. King's Fund 
Publishing Office, 1981. 
Cutress, T.W., and Hunter, P.B.V. 'Past, present and future trends in dental 
health and the dental system in New Zealand'. New Zealand Dental 
Journal, 1992; 88(391): 2-9. 
67 
Dahlgren, G., and Diderichsen, F. 'Strategies for Equity in Health: Report from 
Sweden'. International Journal of Health Services, 1986; 16(4): 517-
536. 
Daniels, N. 'Just Healthcare'. (Cambridge University Press, 1985). 
Davis, P. 'The Social Context of Dentistry'. (London: Croom Helm Ltd, 
1980). 
Davis, P. 'Health and Health care in New Zealand'. (Auckland: Longman 
Paul Limited, 1981). 
Davis, P. 'Introduction to the Sociology of Dentistry- A Comparitive 
Perspective'. University of Otago Press, Dunedin 1987). 
Davis, P., and Dew, K. 'Health and Society in Aotearoa New Zealand'. Oxford 
University Press, Auckland 1999. 
Davis, P., Yee, R L., Sinclair, O.,and Gribben, B. 'Maori/ non-Maori 
,>If 
Patterns of Contact, Expressed Morbidity and Resource use in 
General Practice: Data from the Waikato Medical Care Survey 
1991-92'. New Zealand Medical Journal, 1997; 100: 390-392. 
Davis, P., Yee, R.L., Finn, E.,and Gribben, B. 'Trends in general practice in 
the Waikato, 1979-80 / 1991-92, 11: Social variations in service use and 
clinical activity'. New Zealand Medical Journal, 1998; 111: 419-421. 
Davies, A.R., Bailit, H. L. and Holtby, S. 'Oral Health Status in the United 
States: Will Improved Health Lead to Decreased Demand for Dental 
Services?'. Journal of Dental Education, 1985; 49 (6): 427-431. 
68 
Dental Benefits Guideline Notes. Health Benefits Payment Office, Department 
of Health, New Zealand. 
Dhooper, S.S., and Tran, T.V. 'Understanding and Responding to the Health 
and Mental Health Needs of Asian Refugees'. Social Work in Health 
Care, 1998; 27(4): 65-82. 
Dixon, G.S., Thomson, W.M., and Kruger, E. 'The West Coast Study I: Self-
rported dental health and the use of dental services'. New Zealand 
Dental Journal, 1999; 95(420): 38-43. 
Doorslaer, Evan., Wagstaff, A., Bleichrodt, H., Calonge, S., Gerdtham, U-G., 
Gerfin, M., Geurts, J., Gross, L., Hakkinen, U., Leu, R E., O'Donnell, 
0., Propper, C., Puffer, F., Rodriguez, M., Sundberg, G., and 
Winkelhake,O. 'Income related Inequalities in Health: Some 
International Comparisons'. Journal of Health Economics, 1997; 16: 93-
112. 
Durie, M.H. 'A Maori Perspective of Health'. Social Science and Medicine, 
.t!i 
1985; 20 (5): 483-486. 
Dyall, L. 'Recommendations for oranga niho'. The Journal of Te Ao Marama, 
1997; 2: 18-24. 
Ecob, R., and Smith, G.D. 'Income and Health: What is the Nature of the 
Relationship?'. Social Science and Medicine, 1999; 48: 693-705. 
Ensign, J., and Gittelsohn, J. 'Health and Access to Care: Perspectives of 
Homeless Youth in Baltimore city, U.S.A.'. Social Science and 







Ettner, S.L. 'New Evidence on the Relationship between Income and Health'. 
Journal of Health Economics, 1996; 15: 67-85. 
"Fluoride and Oral Health". Public Health Commission's Advice to the Minister 
of Health, 1995. 
Fuller, J.F. 'Dental and Oral Health: A Community and Professional Enigma'. 
New Zealand Dental Journal, 1978; 74(4): 4-20. 
Gavagan,T. and Brodyaga, L. 'Medical Care for Immigrants and 
Refugees'. American Family Physician, 1998; 57(5): 1061-1068. 
Gelberg, L., Linn, LS., and Rosengerg, D.J. 'Dental Health of Homeless 
Adults'. Special Care in Dentistry, July-August 1988: 167-172. 
Gelbier, S. 'The National Health Service and social inequalities in dental 
health'. British Dental Journal, 1998; 185(1): 28-29. 
Gillam, S. 'Ethnicity and the use of Health Jervices'. Postgraduate Medical 
Journal, 1990; 66(782): 989-993. 
Golletz, D., Milgrom, P., and Mane!, L. 'Dental Care Satisfaction: the 
Reliability and Validity of the DSQ in Low-income Population'. Journal of 
Public Health Dentistry, 1995; 55(4): 210-217. 
Hargreaves, S., Holmes, A., and Friedland, J S. 'Health-care Provision for 
Asylum Seekers and Refugees in the UK'. The Lancet, 1999; 353: 
1497. 
Hart, J.T. 'The Inverse Care Law'. Lancet, 1971; 1(7696): 405-412. 
70 
Hawthorne, K. 'Accessibility and Use of Health Care Services in the 
British Asian Community'. Family Practice, 1994; 11(4): 453-459. 
Hay, D.I. 'Socio-economic status and Health status: A Study of Males in the 
Canada Health Survey'. Social Science and Medicine, 1988; 27(12): 
1317-1325. 
Haynes, R. 'Inequalities in Health and Health service use: Evidence from the 
General Household Survey". Social Science and Medicine, 1991; 
33(4): 361-368. 
Hogan, H. 'Meeting Health Needs of Asylum Seekers'. British Medical 
Journal, 1999; 318: 671. 
Hunter, P.B. 'Documenting the changing face of New Zealand'. New Zealand 
Dental Journal, 1998; 94(417): 106-109. 
Hunter, P.B.V., and Davis, P.B. 'Oral Health for Canterbury, New Zealand 13-
14 year old students'. International Dental Journal, 1976; 26(3): 334-,.,. 
339. 
Jamieson, K. 'Poverty and Hardship in Christchurch'. A Report by Leisure and 
Community Services Unit, Christchurch City Council, 1998. 
Jang, M., Lee, E., and Woo, K. 'Income, Language and citizenship status: 
factors affecting the healthcare access and utilisation of Chinese 
Americans'. Health and Social work, 1998; 23(2): 136-145. 
Jenson, J., and Miklovic, N. 'High medical costs forcing patients to postpone 
seeking medical care'. Modem Healthcare, 1985; 15(14): 209-210. 
71 
Jonas, S. 'Use of medical services'. Journal of American Medical 
Association, 1984; 251 (4): 468. 
Kennedy, E. 'Ensuring Access to essential healthcare'. Hospitals, 1987; 
61(2): 120. 
Kennedy, B.P., Kawachi, I., Glass,R., Stith, D.P. 'Income Distribution, 
Socioeconomic Status, and Self rated Health in the United States: 
Multilevel Analysis'. British Medical Journal, 1998; 317: 917-921. 
Keogh, T., and Linden,G.J. 'Knowledge, attitudes and behaviour in relation to 
dental health of adults in Belfast, Northern Ireland'. Community 
Dentistry and Oral Epidemiology, 1991; 19 (5): 246-248. 
King, A. (Labour spokesperson on Health) Media Release, 10 September 
1997. 
Klein, J D. 'Adolescents' Access to Health Care'. Journal of Adolescent 
Health, 1992; 13(6): 445-446 .. 
.& 
Kuthy, R.A., Odom, J.G., Salsberry, P.J., Nickel, J.L.,and Polivka, B.J. 'Dental 
Utilisation by Low-income Mothers'. Journal of Public Health Dentistry, 
1998; 58(1): 44-51. 
Lawrence, C. 'The Effects of Income Inequality on Health'. Australian Health 
Review, 1999; 22(1): 97-106. 
Lee, M. 'Report of a Scheme in Christchurch to provide Basic Dental Care for 
Immigrants from Somalia'. Health/ink South, 1998. 
Livingston, M.H. 'What is Hospital Dentistry?'. New Zealand Dental Journal, 
1993; 89: 4-8. 
72 
Locker, D and Leake, J L. 'Income Inequalities in Oral Health among Older 
Adults in Four Ontario Communities'. Canadian Journal of Public 
Health, 1992; 83(2): 150-154. 
Lunt, H., and Brown, J. 'Comparison of Maori and European Access to the 
Christchurch Specialist Diabetes Complication Screening Clinic'. New 
Zealand Medical Journal, 1993; 106: 384-385. 
Mackenbach, J.P. and Kunst, A.E. 'Measuring the magnitude of Socio-
economic inequalities in Health: An overview of available measures 
illustrated with two examples from Europe'. Social Science and 
Medicine, 1997; 44(6): 757-771. 
Malcolm, L. 'Inequities in access to and utilisation of primary medical care 
services for Maori and low income New Zealanders'. The New Zealand 
Medical Journal, 1996; 109 (1030): 356-358. 
Malcolm, L.M. 'Inequalities in access to and utilisation of primary medical care 
services for Maori and low-income New Zealanders'. New Zealand 
fir 
Medical Journal, 1996; 109: 184-187. 
Marchand, S., Wikler, D., and Landesman, B. 'Class, Health and Justice'. The 
Milbank Quarterly, 1998; 76(3): 449-467. 
Martinez, J. 'Declining Health Care Provision to Adolescents and the Need for 
considering Culturally Competent Interventions'. Journal of Adolescent 
Health, 1998; 23: 189-190. 
Marwick, C. 'How Healtcare Is; How It Might Be'. Journal of American Medical 
Association, 1992; 268(12): 1512. 
73 
Mathews, P. 'Practical approaches can make care easier'.British Medical 
Journal, 1999; 318: 671. 
Matlin, D. and Smith, J. M. 'The oral health status, dental needs and factors 
affecting utilisation of dental services in Asians aged 55 and over, 
resident in Southampton'. British Dental Journal, 1991; 170(10): 
369-372. 
Meleis, A.I., Lipson, J.G., and. Paul, S.M. 'Ethnicity and Health Among Five 
Middle Eastern Immigrant Groups'. Nursing Research, 1992; 41 (2): 
98-103. 
Ministry of Health. 'Healthy New Zealanders, Vol.2'. Briefing paper for the 
Minister for Health, Wellington, 1996. 
Mutchler, J.E., and Burr, J.A. 'Racial Differences in Health and Health Care 
Service Utilisation in Later Life: The Effect of Socio-economic Status'. 
Journal of Health and Social Behaviour, 1991; 32: 342-356. 
fl 
Muthumala,D., and McKendry, C.G. 'Health Expenditure Trends in New 
Zealand. 1980-1991'. Your Health and the Public Health. Department 
of Health, 1991. 
Nelson, D. E., Thompson, B. Land Bland, S.D. 'Cost as a barrier to medical 
care in relation to unemployment rates'. New England Journal of 
Medicine, 1998; 339(22): 1644-1645. 
New Zealand Doctor (Auckland) 10 November 1995, 13. 
New Zealand Herald (Auckland) 13 October 1995, 5. 
New Zealand Official YearBook 1998. 
74 
Norlen,P., Ostberg, H., and Bjorn, A-L. 'Relationship between general health, 
social factors and oral health in women at the age of retirement'. 
Community-Dentistry and Oral Epidemiology, 1991; 19 (5): 296-301. 
Policy Statement. 'The Health of Refugees and Displaced Persons: A 
Public Health Priority'. American Journal of Public Health, 1993; 
83(3): 463-468. 
Pomare, E.W. 'Groups with Special Health Care Needs'. New Zealand 
Medical Journal, 1998; 101: 711-713. 
Poulton, R., Thomson, W.M., Davies, S., Kruger, E., Brown, R.H., and Silva, 
P. 'Good Teeth, Bad Teeth and Fear of the Dentist'. Behaviour, 
Research and Therapy, 1997; 35(4): 327-334. 
Pringle, C.T.T. 'Public and Professional Partnerships'. The Journal of Te Ao 
Marama, 1997; 2: 25-27. 
Ramsay, R., and Turner, S. 'Refugees',. Health Needs'. British Journal of 
General Practice, 1993; November 1993: 480-481. 
Raphael, D. 'Public Health Responses to Health Inequalities'. Canadian 
Journal of Public Health, 1998; 89(6): 380-381. 
Reijneveld, S.A. 'Reported health, lifestyles, and use of healthcare of first 
generation immigrants in the Netherlands: do socioeconomic factors 
explain their adverse position?'. Journal of Epidemiology and 
Community Health, 1998; 52: 298-304. 
Report. 'Our Health Our Future. The State of Public Health in New Zealand 
1993'. Public Health Commission, Wellington, 1993. 
75 
' I 
Report. 'Tamariki Ora'. National Advisory Committee on Core Health and 
Disability Services, Wellington, 1993. 
Report. 'The Social, Cultural and Economic Determinants of Health in 
New Zealand: Action to Improve Health'. National Advisory 
Committee on Health and Disability. Wellington 1998. 
Riessman, C.K. 'The Use of Health Services by the Poor: Are There Any 
Promising Models?'. Social Policy, Spring 1984: 31-40 
Robertson, M J. 'Health status and access to health services among 
urban homeless'. American Journal of Public Health, 1986; 76(5): 
561-563. 
Robins, A 'Use of HEIS expenditure data to explore expenditure patterns and 
examine relative deprivation'. A paper prepared for the conference of 
the New Zealand Association of Economists, 1995. 
Ross, C B. 'Dentistry in a World of Health ~eforms'. New Zealand Dental 
Journal, 1995; 91: 124-126. 
Selden, T.M. 'Uncertainty and Health care Spending by the Poor:The 
Health Capital Model Revisited'. Journal of Health Economics, 
1993; (12): 109-115. 
Silove, D., Steel, Z., McGorry, P., and Drobny, J. 'Problems Tamil Asylum 
Seekers Encounter in Accessing Health and Welfare Services in 
Australia'. Social Science and Medicine, 1999; 49: 951-956. 
Simmons,D. 'Diabetes and its complications among Pacific people in New 







Sinnerbrink, I., Silove, D.M., Manicavasagar, V.L., Steel, Z., and Field, A.. 
'Asylum Seekers: General Health Status and Problems with Access to 
Health Care'. Medical Journal of Australia, 1996; 165: 634-637. 
Slade, G.D., Spencer, A.J., Davies, M.J., and Stewart, J.F. 'Influence of 
exposure to fluoridated water on socio-economic inequalities in 
children's caries experience'. Community Dentistry and Oral 
Epidemiology, 1996; 24(2): 89 -100. 
Sperber, G.H. 'Interrelationship of Oral and General Health'. Canadian 
Journal of Public Health, 1965; 56: 462- 468. 
Stanley, B. 'Presidential Address'. New Zealand Dental Journal, 1994; 90; 
134-135. 
Statistics New Zealand 1993. 'A Picture of Health'. Statistics New Zealand 
and Ministry of Health, Wellington. 
Stronks, K., Mheen, H.D (van de)., Mackenbach, J.P. 'A Higher Prevalence of 
1fl' 
Health Problems in Low income Groups: Does It Reflect Relative 
Deprivation?'. Journal of Epidemiology and Community Health, 1998; 
52: 548-557. 
Thomson, W.M. 'Ethnicity and Child Dental Health Status in the 
Manawatu-Wanganui Area Health Board'. New Zealand Dental 
Journal, 1993; (89): 12-14. 
Thomson, W.M., and Cautley, A.J. 'Self-reported dental status and treatment 







Thomson, W.M. 'Dental health: water fluoridation, hip fracture, osteosarcoma-
a recent evidence'. New ZealandPharmacy, November1997: 40-42. 
Torts, M.E.F. 'Mobile Health Care Services in Developing Countries'. 
Public Health Reviews, 1980; 9(1-2): 93-112. 
Treasure, E.T. 'In my opinion: the specialist in Community Dentistry or Dental 
Public Health'. New Zealand Dental Journal, 1993; 89(398): 129-131. 
Treasure, E.T., and Whyman, R.A. 'Changing patterns of dental disease and 
the implications for dental practice'. New Zealand Dental Journal, 
1995; 91 (403): 8-11. 
Tukuitonga, C., Finau, S.A. 'The Health of Pacific Peoples in New Zealand up 
to the early 1990's'. Pacific Health Dialog, 1997; 4 (2):59-67. 
Update Newsletter, July 1997; Southern Independent Dental Practitioner. 
Upton, S. 'Your Health and The Public Health'. A statement of Government 
& 
Health Policy. Wellington: Minister for Health, 1991. 
Walker, P.F., and Jaranson, J. 'Refugee and Immigrant Health Care'. Medical 
Clinics of North America, 1999; 83(4): 1103-1120. 
Whyman, R.A., Treasure, E.T., and Ayers, K.M.S. 'Dental disease levels and 
reasons for emergency clinic attendence in patients seeking relief of 
pain in Auckland'. New Zealand Dental Journal, 1996; 92: 114-117. 
Wilkinson, R.G. Unhealthy Societies: The Afflictions of Inequality. 










Young,N. 'Pacificans' access to primary health care in New Zealand: a 
review'. Pacific Health Dialog, 1997; 4 (2): 68-74. 
6 
79 
List of Appendices 
Appendix 1 Dental Benefit and Fees 
Appendix 2 Special Needs Grants 
Appendix 3 Letters to organisations 
Appendix 4 Questionnaire for organisations 
Appendix 5 Client questionnaire 
Appendix 6 Participant Information and Consent Sheet 
,fl 













SCHEDULE 2 APPENDIX 1 
DENTAL BENEFITS AND FEES 
(Applicable 1 May 1998) 
1. Consultation 
a) With examination and prophylaxis (once in respect of each complete 
treatment period and including bitewing x-rays when required for 
diagnostic purposes) 
b) Once in respect of initial examinations of school dental clinic patients 
enrolled for special dental benefits. 
2. X-rays 





i) simpler fillings in anterior teeth and buccal surfaces of pre-
molars 
ii) more than 1 surface in anterior teeth, per tooth 
Amalgam:-
i) one surface (including 2 fillings on occlusal surface of upper 
molars and including all buccal, palatal and lingual fissure 
extensions) 
ii) two surface (approximo-occlusal) 
iii) three surface (mesio-occlusal-distal) 
iv) restoration (including restoration of 1 or more cusps) 
4. Pulp and Root Canal Treatment 
a) Partial pulpectomy 
b) Pulp removal and root filling (Maximumjee for deciduous teeth) 
c) Septic root canal treatment and root filling, permanent teeth 
5. Emergency Dressing 
















a) Consultation Fee 18.10 
b) If between the hours of 5.30pm and 8.30am Mondays to Fridays and 
on Saturdays, Sundays and Public Holidays. 36.10 
7. Extractions (excluding extraction for orthodontic purposes) 
8 • 
a) First permanent tooth or deciduous quadrant:-
i) with local anaesthetic 
ii) with general anaesthetic 
b) Each succeeding permanent tooth (maximum 4 teeth) or deciduous 
quadrant 
Note: The fees for extraction of deciduous teeth are irrespective of the 
number of teeth extracted from any quadrant. 
This schedule of fees should be read in conjunction with the Dental 
Benefits Guidelines Notes issued in January 1998 by the Health Funding 
Authority - Southern region. The notes, a copy of which is available from 









SCHEDULE 2 APPENDIX 2 
MAXIMUM FEES FOR NON SCHEDULE SERVICES 
(Applicable 1 May 1998) 
1. Minor Surgical Operations and Periodontal Treatment 
a) Each half hour or part thereof 
b) Calculus-scaling (not associated with routine prophylaxis) 
2. Prosthetic Appliances 
a) 1 tooth acrylic partial denture 
- each extra tooth 
- each clasp 
b) 1 lingual bar 
c) 1 tooth precision-cast metal partial denture 
- each extra tooth 
3. Crowns, veneers and posts 
a) Preformed SS crown 
b) Gold inlay (MI, DI or incisal) 
c) Gold inlay (MID) 
d) Facing for inlay 
e) Three quarter gold crown 
f) Processed acrylic jacket crown 
g) Porcelain-bonded-to-metal-crown 
h) Full coverage composite crown 
i) Three-quarter composite crown 
j) Labial composite veneer 
k) Cast post and core 
1) SS post 
m) Preformed post (para, flexi etc) 
n) Porcelain jacket crown 
o) Porcelain veneer 
p) Re-cement inlay or crown 
4. Multiple Extractions - Permanent Teeth 
a) Extraction of more than 4 teeth 
b) Single jaw clearance 
,. 
c) Extraction of more than 12 teeth involving both jaws 
5. Panoramic Radiograph 
a) Panoramic 
b) Occlusal 
6. Second Consultation When approved 
NB: On each occasion, non-schedule services, such as those described 
above, must be approved by the Dental Officer of the Health Funding 








































SUPPLEMENTARY ALLOWANCES & GRANTS Chapter 12 
SPECIAL NEEDS GRANTS 
Revised & reprinted July1996 (#00] 
R~vi?ed: May 1997 [#041 
Emergency SNGs: Non-Recoverable 12.3000 
12.3000 
Emergency SNGs can onJy be granted where an .emergency situation exists 
which has given rise to an immediate need. In determining whether there is an 





the situation is unforeseen, 
the applicant could reasonably have made provision in advance, 
the extent to which not making a grant would: 
worsen applicant's position, 
increase or create any risk to life or welfare of the 
applicant, their spouse or dependent children, 
cause serious hardship to applicant, their spouse 
. or dependent children. 
" 
Dental Treatment 12.3100. 
12.3100 
Universal entrance criteria apply. 
Deduct Health-related Subsidy and/or Insurance. 
This SNG is only available where the service is not provided by the CHE or 
where the CHE charges a fee. Dental treatment must arise from an emergency .. 
situation, e.g. tooth extraction due to an abscess. Special Needs Grants should 
not be approved for: 
• periodic dental care 
or for 
• orthodontic treatment. 
New Zealand 
Income Suooort Servi 
I 
SUPPLEMENT AAY ALLOWANCES & GRANTS 
12.3101 
These SN Gs are coded as 1dental treatment'. 
12.3102 




• limited to $300. 00; 
Chapter.12 
SPECIAL NEEDS GRANTS 
Revised & reprinted July1996 [#00] 
Revised: May 1997 [#041 




















.. limited to one payment per family member for the same or similar 
purpose within any 52 week perioq. 
Emergency Medical Treatment 12.3200 
,ff 
12.3200 
Universal entrance criteria apply. 
Deduct Health-related Subsidy and/or Insurance. 
; Special Needs Grants can be approved to assist with the cost of emergency 





Special Needs Grants can NOT be used to top up any shortfall when the 
medical treatment is as a result of an accident which has been accepted by 
ACC. However, where travel is required, refer to section 12.2600. 
Dr Simon Peter 




















My name is Dr Simon Peter. I am a Dentist and I have recently settled in New Zealand with my 
family and currently doing a post graduate diploma in Public Health in the Christchurch School 
of Medicine. 
I am conducting a research on the Dental Health care needs of adolescents, adults and elderly 
people among NZISS beneficiaries, refugees, new migrants and other people on low incomes in 
Christchurch. After assessing the need and if found necessary, it is proposed to find ways to 
respond to the needs of these people. I am supported in this Dental Health needs assessment, by 
Ann Currie of the Information and Advocacy Teai.p of Crown Public Health. 
,,; 
To help proceed further in the research, can you please answer a few questions in the 
accompanying sheet of paper and return it as early as possible in the enclosed postage paid 
envelope. 
I would like to contact you by telephone in a weeks time to arrange a time for us to meet 
personally and talk about this in detail. You are most welcome to call me (Phone-3434043) or 
Ann (Phone-3799480 Ext 766) if you so wish. 














Postal Address ----------------------------------------------------------- . ________ _ 
----------------------------------------------------------------------
Telephone -----------------------------------------------------------------------
1. Do you think that people who use the services of your organisation are missing out on 
Dental Health care? 
YES I 







Non affordability of treatment 
Non acceptability of Dental treatment 
Non accessibility of Dentist 
Language barriers 
Lack of transport 
Cultural reasons 
Other reasons (please explain) . 
NO 
.1-f 
3. In your opinion would a survey of your clients about their dental health needs be useful? 
.YES I NO 












Dental Hea[tb Surve~ 1998 Appendix 5 
I .Are you: Male D Female D 
2 What is your age? 
18-25 D 26-33 D 34-41 D 42-49 D s0-s1 D 58-65 D 66-73 D 73-80 D so+ D 
3 Which of the following ethnic groups apply to you? 
4 
Maori 
European/New Zealand er 
















Other (please specify) ............................................................................................................................... 
,!I 
How long have you been in New Zealand? D Since b frth 
D ................................ years 
5 Which of the following apply to you? 
New Zealand Superannuitant D 
Employed part-time D 
Employed full-time D 
Unemployed D 
On a benefit 0 Which benefit? ............................................................. . 
At home caring for children 0 
Full-time student D 
Part-time student D 
Retired D 
Other (please specify) ................................................................................................................................ 
1_ 
6 How many members are there in your family? .................................................................................... 
7 How many dependent children do you have? .............................................................................. 
8 What is your combined household annual (per year) income? 
9 
$10,000 or less D 
$10,000-$20,000 D 
$20,000-$30,000 D 
$30, 000-$40, 000 D 
$40,000 or more D 
Do you have a regular dentist? Yes 0 









IO If none, please state the reason (tick all that apply to you) 
Fear or dislike of dentist D 
No problem with teeth 0 
Costs too much D 
Cost unpredictable (could not budget for them) D 
Transport problem to get there 0 
Do not know where to go for dental treatment D 
.1.t 
No D 
Other (please specify): ........................................................................................................................... 
II How much did you and/ or your family spend on dental treatment in the last year? 
Nothing D 
$100 or less D 
$100-$200 D 
$200-$300 D 
$300 or more D 
. I2. How did you finance the dental treatment cost? (Tick all that apply to you) 
Own funds D 
Insurance D 
Government subsidies D 
Income Support D 






I How would you rate your dental and oral condition? 




Very poor D 








Do you think you have bad breath? Yes D 
Do you have missing tooth/teeth? Yes 0 
Do you have decayed tooth/teeth? Yes D 
Do you have bleeding from gums? Yes D 
How frequently do you brush your teeth? 
Once daily D 
Twice daily D 
Three times or more 0 
How often do you visit a dentist regularly? Once in: 
6 months D 
12 months D 
18 months D 
24 months and more D 










If you would like us to contact you with more information regarding this OR if you need more 






............................. ................................................. ........ ..... ............................................................. . 
........................................................................................................ . .................................... . 
d 
Appendix 6 
Participant Information and Consent Sheef 
The pur_pose of this questionnaire is to help assess the need for a low cost Dental Care Service for 
the adolescents, adults and the elderly among people on low income in the Christchurch area. 
You are invited to participate as a subject in this study. This survey is being conducted by Simon 
Peter, Diploma of Public Health student, and is supported by Ann Currie of the Information and 
Advocacy T earn, Crown Public Health Ltd. Your participation is entirely voluntary but your help 
would be appreciated. 
All the information supplied will be kept confidential and will be accessible only to those 
connected with the project. 
Your signature will indicate that you have read and understood the information regarding the 





QUESTIONS TO BE ASKED DURING INTERVIEW SES5l0NS 
• Do you think that people on low income miss out on Dental 
treatment? 
(How does cost act as barrier?) 
• Other than income I finance, what else in your opinion is preventing 
these people in accessing essential basic dental care? 
• How do you think it can be addressed? 
• Do you think that educating the people about the importance of 
dental care will have any appreciable change in the uptake of 
available dental care services? 
(lf not why not?; What would help?; How will it work?; What should 
be done?) 
t!f 
(For Dental and health professionals and service providers) 
• Do you have any data regarding the uptake of dental care services 
by these groups of people in Christchurch? 
• Do they have regular dental check up and treatment or do they visit 
a dentist when a serious problem presents itself? (Episodic visit to a 
dentist) 
